In several European countries, such as Belgium, West Germany, and France, pregnant women may choose the place where they will get their antenatal care and the person who will be responsible for it. 1 In France in 1981, 38% of pregnant women were cared for exclusively by a specialist, 9% exclusively by a general practitioner, while, for 53%, antenatal care was shared between both of them.2 The consequences of these patterns ofcare have been studied in several countries. In Belgium, it has been shown that the frequency of visits differed between the public and private sectors;3 in France, the degree to which care was ensured by specialists constituted one of the main sources of inequality.4 Since these studies were limited to the antenatal period and, specifically, to the number of visits, the impact of this specialisation on other aspects of care during pregnancy or on the conditions of delivery remains unknown.
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Other factors have an influence on antenatal care: women under 20 years of age, women with a high parity, a low educational level or a residence in a rural area make fewer visits and are less frequently seen by a specialist.5-But few studies have simultaneously taken into account all these maternal characteristics in order to evaluate the role of the type of care providers on the level of care. The objective of this study has been to specify the role of the degree of specialisation in antenatal care, while taking into account maternal characteristics and complications during pregnancy.
We have tried to determine whether the qualification of the person responsible for care was associated with the level of antenatal care and whether these differences in antenatal care also had an influence on conditions of delivery. We used the "pathway" to express the process by which pregnant women go through the various systems of antenatal care existing in France.
Population and methods
The data were derived from a national survey carried out in France in 1981.2 This study included a representative sample of 5508 births. Collection of the data was made: (1) by interview-of the mothers, after delivery, about their sociodemographic situation, antenatal care, pregnancy complications, and outcome of previous pregnancies; and (2) by abstraction of information on the delivery and neonatal period from hospital records.
The definition of the pathways was based on the trimester of pregnancy during which a specialist first undertook the antenatal care. The concept ofspecialist included the following qualifications: gynaecologist, obstetrician, midwife, and doctor in training to become a gynaeco-obstetrician. Use of this definition meant the exclusion of 588 women (11% of the sample) based on the following reasons: lack of information on the person responsible for the 321 
DEFINITIONS OF PATHWAYS
In this study, the earliness of the specialist's involvement in antenatal care has been used rather than the proportion of antenatal visits by a specialist. This definition made it possible to take into account the trimester in which a complication appeared in the course of a pregnancy, and to specify the "doseresponse" effect between the pathway's degree of specialisation and the amount of antenatal care. It also allowed one to know the qualification of the person responsible for care during the last trimester, who can have an influence on the management of labour and delivery. This definition also reflected a mechanism common in France-transfer of care from general practitioner to specialist in the second or third trimester of pregnancy-which accounted for the small proportion (2%) of women excluded from the study because they had only an isolated visit from a specialist. There were several reasons for including midwives with the specialists: midwives have a three-year training in obstetrics. When they are involved in antenatal care, they generally work within a maternity unit, along with specialists, and are seldom solely responsible for the supervision of a pregnancy. In our study population, only 46 women were cared for exclusively by a midwife. The "dose-response" relationship between the degree of specialisation and the number of visits and ultrasound examinations reflected a difference in practices between general practitioners and specialists. By training, specialists have an approach to pregnancy focused on diseases and they tend to have frequent recourse to visits and procedures, while general practitioners tend to be more orientated to supervision and advice adapted to a normal pregnancyI5 and, by the same token, are less interventionist. Their work organisation is also different: specialists are accustomed to regular and planned appointments while general practitioners exercise a form ofcare that is first ofall adapted to the four visits recommended by the Ministry of Health. Concerning interventions during labour and delivery, differences depended upon whether or not a specialist was providing the care in the third trimester. That the smallest number of obstetric interventions occurred in pathway 1 can also be explained by the fact that, in this pathway, deliveries often took place in very small maternity units (fewer than 300 deliveries annually) or were carried out by a general practitioner.9
MODIFICATIONS IN THE PROVISION OF OBSTETRIC CARE
The results of this study must be examined in the context 26 27 Specialists are trained to care for obstetric disorders; general practitioners integrate antenatal care in an overall supervision of the health of women and children and are in a better position to ensure routine care; midwives have a privileged role in assuring primary care and offering pregnant women support and advice adapted to their situation. This practice is well perceived in the countries of northern Europe where obstetricians take charge of complicated pregnancies or assure a limited number of antenatal visits for normal pregnancies.' The same type oforganisation is E Bruno Hubert, Beatrice Blondel, and Monique Kaminski at the base of experience in Aberdeen: here, through a better definition of the objectives of antenatal care, it has been possible to achieve, among other things, a more balanced share of antenatal care visits between specialists and general practitioners for normal pregnancies.28 Such an approach may be more difficult to pursue in systems of care that are more competitive in nature, such as the one in France.
Conclusion
Our study has illustrated the relation between the specialisation of antenatal care and the amount ofcare and number of interventions. The question remains whether increased specialisation is desirable for those women experiencing a normal pregnancy, as this specialisation favours the diffusion of procedures and techniques, the effectiveness of which has not been sufficiently evaluated.
